Sacramento County 


EMERGENCY CalFresh BENEFITS NOTICE 


Department of Human Assistance 


If you need f. i 
Service, When away a may get CalFresh benefits within three (3) days. This is called Expedited 
pply for CalFresh benefits, a County worker will tell you about Expedited Service. 


To get Expedited Servi 
ice, you must fill out an application for CalFresh which i 
Name, address and signature using one of the forms listed below: o 


the SAWS 1 fi 4 icati i i 
TE SAWS ee for Cash Aid, CalFresh, and/or Medi-Cal/State CMSP". 


e 

e CF 285 Application for CalFresh Benefit 

: r Calf s or 
Benefits CalWIN, “Application for CalFresh Benefits”. 


You will get an i i i ; ; 
e. g interview for Expedited Services CalFresh if you answer "yes" to any of the three questions 


e Your monthly income is less than $150 —and h i 
1 -i - 100 or less in cash 
e Your housing costs (rent/mort ies are mb ; 
C gage and utilities) are more than your monthly i 
e You are a migrant or seasonal farm worker —and- have $100 br Jess in cash Le 


Special Note: For Homeless Appli : i i i 
5 ote: pplicants: Homeless applicants should advise clerical th 
Homeless” when turning in the application. ep R 


*Have you applied for or are you receiving Tribal TANF? YES. NO. 


SC 239.2 (Revised 9/2016) 







































































































































































































Mocka ews c | 0871 APIS | A77 34 XA 
ale Other Name Used (i.e. Maiden Name, etc.) _ Place of Birth Marital Status: 
3 Sau c A, Married esingie 
Female atok / A Divorced DWidow 
US Citizen? uw Applicant Alien "A" No. Migrant or E mii Worker? 
uc If no, date of entry Requesting Aid (if applicable) es A re 
| Pes ONo into U.S. Yes ONo Are you a refugee? es ONo 
County use only County use only 
CIN # 
2. Please Fill In Information About Your SPOUSE/OTHER ADULT (Parent of Minor Children) LIVING WITH YOU: 
Last Name First Name Middle Initial if Social Security Number 
H- ee: 
rj Male Other Name Us¢d (j.e. M iden Name) Marital Status: 
(Married Dsingle 
Female O Divorced OWidow | 
as 7 Applicalft Alien "A" No. | Migrant or Seasonal Farm Worker? 
US Citizen? If no, dat Requ (if applicable) Yes  [INo 
OYes No into US ____— Are you a refugee? OYes ONo 
Relationship to applicant: County use only 
CWIN# 
kkk 
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SAWS 1 (8/13) 





***Continue on other side 

















Le 
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acramento County Information Clearance Sheet 


Please answer all questions Toda 


Program(s) you are applying for: o CalWORKs o General Assistance o CalFresh o Health Coverage 


Applicant Questions — Answer all questions 


Department of Human Assistance 


y's Date: /2 44 3202 


o RCA o CAPI 


- 


Clerical Instructions 





Have you served or are you a dependent of someone who served in the military? 


No 











Yes or 





Were you in Foster Care on your 18" birthday? C) Yes or dAÁ 


Have you applied for Health Coverage through Covered California? O Yes or "Me 


0 CWS issued with bureau code 
written in Bureau Code section. Ask 
customer to complete and return form 
to designated drop box or window. 


ON/A 
If yes, give customer MC 250A. Do 
not give packet. 


If yes, check External Referral 
Window in CalWIN for application and 
follow CP030. 





Have you had recent changes in your life that made you want to apply for health 
insurance? If yes, check all that apply 


9 Adoption Birth of family member CDeath of family member CDivorced 
o Incarceration Status Change OLost job OMarried (Moved into the State/County 


Answer questions regarding Life 
Event on Collect Applicant 
Information Window in CalWIN 
































































n New Hire When did this life event occur? 
1. Applicant Information 
Applicant's Last Name First Name Middle Initial Date of Birth Social Security Number 
En nom c os/uÁAfla |. ATZ xy  dsa 
ale Other Name Used (i.e. Maiden Name, etc.) Place of Birth Marital Status: 
uh Sau e| lay, OMarried esingle 
g Female A ^ Divorced LWidow 
US Citizen? " Applicant Alien "A" No. | Migrant or m ME Worker? 
If no, date of entry Requesting Aid (f applicable) Des 5 
Az CNo into U.S. OYes ONo Are you a refugee? es ONo 
County use only County use only 
CIN # CWIN # 
2. Please Fill In Information About Your SPOUSE/OTHER ADULT (Parent of Minor Children) LIVING WITH YOU: 
Last Name First Name Middle Initial Date of Biff Social Security Number 













Marital Status: 
























Relationship to applicant: 





***Continue on other side"** 


(05/2014) 


Sc 16 









pg Male 
OMarried Single 
D Female O Divorced DWidow 
| Alien "A" No. | Migrant or Seasonal Farm Worker? 
US Citizen? If no, dat [Yes ONo 
into US___ Are you a refugee? OYes DNo 
Dves on County use only 





CWIN # 





k. —— 











3. i i 
: 2: a prefer your forms in Englsn? ppa ONo If No, please specify language 
g you need an interpreter? Yes o If Yes, please specify language 


5. H ow long have you lived i 
r Sacrame to County? i s 
; i ; nty Date a ied: _Weyember Jom 0000000000000 











/ City — Sero uua Zip £329. 
I P Phonest x Lhd -SKPS Message Phones 
: i in e es o How Many Months? Due Date: Mo. Yr 
à ai! other people (includi i i i i l l 
dak ple (including children) who live with you nyA 














































































































































































































































































































Name I | 
(Last, First & MI) : RRE Social Security | Requesting | Relation US | County Use Only | County Use 
include unborn Number Aid? To Citizen CINE Only 
X Circle One | Applicant QUIA 
[0 ———————- 
OM | Yes | No + x = 
| OF — Lol : 
M Yes | No 
|; | 3s IN 
E Yes | No Y 
UN 
ov | 
L | | 
M 
: N 
B 
F li ? 
Y 
EI. y 
2 Y No Y 
i N 
M [Vas No Y 
leere F ; 
M Yes | No 
- = ON I e a a 
M E Yes | No Y 
OF á 
COUNTY USE ONLY 
Clearance Data | 
Program(s) App Reg'd: O CalWORKs — (:GeneralAssistance O CalFresh O Medi-Cal __ ORCA _ D CMISP__O CAPI 
Archive Data Retrieved by: Applicaionf; — — — Bilish Wedicel "Hasen 
CalWIN Completed by: CaseName; — — — — — — | AS400 Completed by, 
MEDS Completed by; — — — — — WwrSebdk | Courtesy Application scanned by 
ime: — —— — — — Case Load f: on 
Appt. Time: 
s Comments: 
Appt. Date —————————— 
Appt. Location : 
Medi-Cal Mail In Due Date: 


+ 
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COUNTY OF SACRAMENTO DEPARTMENT OF HUMAN ASSISTANCE 


Case Number: 

Date: 

Case Name: 

Worker Name: 

Worker Phone Number: 
Worker Number: 


LANGUAGE PREFERENCE AND ASSISTED LISTENING and READING IDENTIFICATION 




















County Use Only: C1 Intake/Recertification 

















Substantive/Significant Contact 








Please read, complete and mark the box(es) that apply to you to acknowledge that you have been informed and 


E the following: 
My primary language is Enel v and/or my culture is alls nasty Ln 
C1 Yes/ wish to receive written GÓómmunications and forms in my primary la nslatiofis have been made 


nguage if 
wre California Department of Social Services or by Sacramento County Beca of Human Assistance. 
No, J-do not wish to receive this service. 
Q db vien to have a worker who is familiar with language and/or culture. 
No, I do not wish to have this service. 
QO Yes, | 


tand that | can request and receive free interpreter services from the county if a worker for my 
lang i&/not available and ! understand ! am not required to provide my own interpreter. 

wish to have an interpreter if a worker for my language is not available. 
o, | do not wish to have this service. 
erstand that | can use my own interpreter; however, there may be potential problems of ineffective 
cation if using my own interpreter. 
D] Yes, | wish to use 











QO Ye 


COJ 


as my own interpreter. 


Name of Interpreter 
n vAn has informed me that they cannot use anyone under 18 as an interpreter except under 
e me C 


circumstances. This may include medical emergency, determining language need, or if no other 
source is available. 


L1 Yes authorize the County to release my case information to the interpreter. 
No, | do not authorize the County to release my case information to the interpreter. 


era to receive hearing or visual aids such as Telecommunication Device for the Deaf (TDD), Large Print 
E m n ee Por rom 





s, audio tapes, CDs, Braille, etc., if available. Items or services requested: 
o, | do not wish to receive this service 














Interpreter service provided by: LJ Friend/Family member O Contracted interpreter 
O Telephone interpreter D County Employee 
Interpreter Name: Signature: Date: 
Applicant/Recipient Name Signature: Date: 


County Use Section: County Employee, Contracted or Telephone Interpreter 


Name of company providing service on site/telephone: 





Interpreter Name  .— —  . . — — — — — Signature: Date; 





Worker Name Worker Code. Date 
oe Immm a 
(required) 8 





VI 


Page 1 of 1 
SC 106 — English (12/09) g 





Do oo 


p 
If you are not registered to vote where you live now, would you like to apply to register to vote here today? 
(Check One) 


Already registered. | am registered to vote at my current residence address. 
| would like to register to vote. (Please fill out the attached voter registration form.) 


[C] Yes. 
= | do not want to register to vote. 
IDERED TO HAVE DECIDED NOT TO REGISTER TO 


NOTE: IF YOU DO NOT CHECK A BOX, YOU WILL BE CONS 
VOTE AT THIS TIME. YOU MAY TAKE THE ATTACHED VOTER REGISTRATION FORM TO REGISTER AT 


YOUR CONVENIENCE. 


Jomes E lbn Mins E Moka 242 dala 
Date 


i 7 
Applicant Name 











Important Notices 









1. Applying to register or declining to register to vote will not affect the amount of assistance that you will be provided by this 


agency. 


If you would like help in filling out the voter registration form, we will help 
is yours. You may fill out the voter registration form in private. 


3. If you believe that someone has interfered with your right to register or to decline to register to vote, your right to privacy in 
deciding whether to register or in applying to register to vote, or your right to choose your own political party preference or 

other political preference, you may file a complaint with the Secretary of State by calling toll-free (800) 345-VOTE (8683) 

Street, Sacramento, CA, 95814. For more information on elections and 


or you may write to: Secretary of State, 1500 - 11" 
voting, please visit the Secretary of State’s website at www.sos.ca.gov. 


you. The decision whether to seek or accept help 


01/13 NVRA Voter Preference Form 


z 


|r mo A ^ HN 
` 


MANDATORY INFORMATION - Continued 


CF L] Fill out this sedfion td report educed work or training hours for Able-Bodied Adults without Dependents 
(ABAWDs). (ABAWDs áre/Adults between 19 and 













50 who are not Caring for minor children.) 


d or in training dropped below 20 hours a week or op ny SY 
hours per month. NIRA t 
Pfs pda " 
( KJ d ro E 
Name of person(s r ) f e A ) x 
: 4 | J / FN LY Mr (C nm 
Relationship to ydu j y cue G pi Nt, "X 
Explain what happ T | BY. 4 an 
] 


The numberof Pour Ww 
to hy Urp/per We 






ork 
ko 






































jr C V n 
| / l A y» 4 T (p i" JP 5 E^ s 
Date ofchangé | a2 =e 7 0” i PS go yf e p^ 

i , ; j^ vom 

Z i $^ P MA NP 
VOLUNTARY INFORMATION (All households/Assistance Units) y P £l Poet À 

EE NALIN 4 lS E 

! would like to report the following information: FAS p à W of wot 









Sle dF a E 























S x 
M 


a DAE, A pg BOA. OTLB AS Mp? 3 cin fry} 
g SAC C Seb, 


ho et rt ANE ry i 

toe E. y LALA Aa ACA n h, c ELIS. 7 ae 
etu. [D aei d hat o amt P a. Lu ES lh 
Makat Ja LNs 






























> % S 
a ; e RD 
zc Kk 


ua jst Pia p A S, y dose in E P^ pf 

Tr the dux d onda -Ps - aea. / cuu is Mr 
i z pes ET R H cun, 7 G A yaitinans V 
Ü mejah Aig A E A Ina, itane. i vega, 7 E i 








r 







P 
i facts about my income, property, or family. X, 
: If on purpose I do not report all facts or give wrong 1 ort a^ 
veces, Dom ald oF benefit, | can be charged with a crime. And, | may be charged with committing a felony 
o i | 
Bu iban $950 in cash aid and/or CalFresh is wrongly paid out. 


je i id — of eum under the laws of the United States and the State of California that the facts contained 
clare under p: 
nr report are true and correct and complete. Xm PA u x iere Ec 
40 MUST SIGN For Cash Aid: you and your aided spouse, Registered Domestic Partner, or the other parent (o 
MENS een CE RE RU E | | 
SPAN E T e head of household, household member or the household’s authorized 
' For CalFresh: 


representative. ~~" "Date Signed Home Phone ^'^ Lx i 
adia ae L OpIESEI a | 1b- S62 ~ 
Signature o p »" Halo 1099300 ‘ 

Zn. f -f 


signed ture of Wi k, interpreter or Date Signed 
"Re jd Domestic Partner Date Signed aer pud bc EUN RM i 
aS f Spouse, Registered. 
Signature of Spouse, ded Children 
Cash Aide 
or other Parent of 


a se a ee eg ee Parga HIE Games PAGE 2 OF 2 


Sana ens RECOMMENDED FORM 


oon ie 


It 
4 


x 


STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY 


CALIFORNIA DEPARTMENT OF SOMIAL SERVICE 5 


MID-PERIOD STATUS REPORT 
For Cash Aid and CalFresh 


RECIPIENT'S NAME: 
CASE NUMBER (IF KNOW: 1) 


If you are reporting income information, please provide proof, such as: pay stubs; Copies of checks; letters from agencies; etc. 
If you're having problems getting the proof and need help, call the county. 


If you are Teporting changes in expenses, please provide proof, such as: receipts; canceled checks; paid invoices; etc. If 
you're having problems getting the proof and need help, call the county. 


If you are reporting an address change, please provide proof of expenses such as: a Copy of your new rental agreement or 
lease; rent receipt for your new address; copies of utility deposits; etc. 


MANDATORY INFORMATION 


If you get Cash Aid, report the information marked CA. If you get CalFresh, report the information marked CF. 
Sections marked CA/CF are for all households/assistance units. 


CA/CF [] My An sehold income is more than the limit for my household size. 
nih of 





In the, , the total combined income for my household is $ 
CA [] Someond id m sehold is hiding or running from the law to avoid prosecution, being taken into 
custody, og going tó jail for felony, rime or attempted felony crime. 





Name of person 


CA Someonaiiry m nbi) ehold has been found by a court of law to be in violation of probation or parole. 
Name of rspn, 




















CA | have A d, :hanged my phone number or have a new mailing address. 








New home/address 


ae S i 
New mailing address (if different from your home p^ 7 
New phone number ( junlnsc 0e 












































d. C] I get free utilities at this new address. 
E 1 per month. L] My utilities are $. per iani 
ai: is : !have: (] Heating (1 Cooling 
C] I share thejre har eee eae 
oe i aed C Garbage C] Telephone i 
O Other 
See other side 
PAGE 1 OF 2 


SAR 3 (2/15) REGOMMENDED FORM 





g j 4 
Please u i iti 
se black or blue ink because it is easy to read and copies best. Please print your answers. 


If you need more space to an i h n e information. Please be sure to ide 
i swer a question(s), attach additional sheets of paper to provide th i i y 
: £ à information. Pl identi 
which question you are writing about on the additional sheets of paper. m eue 


1. APPLICANT'S INFORMATION 




















NAME (FIRST, MIDDLE, LAST) f 
© T) lOTHER NAMES (MAIDEN, NICKNAMES, ETC.) |SOCIAL SECURITY NUMBER (IF YOU HAVE 
Lobes z a n 4 ONE AND ARE APPLYING FOR BENEFITS) 
e ns i A o neob |QW-et-s 8A. 
T, S Of DIRECTIONS TO YOUR HOME [APARTMENT # (CNY [COUNTY STATE ZIP CODE 
ndl, | Amer y PA 
A concer wh 5 J t CH Tz 
ESS (IF DIFFERENT FROM ABOVE | APARTMENT 4 — [CITY | ~~ | COUNTY STATE ZIPCODE 
| want to get information about this = | © | war i messages: o I [ 
nt to out this i j : 
application by email, Yes No | want to get messages about my case by email. Cl Yes O No 
HOME PHONE | WORKIACTERNATEMESSAGE PHONE |EMAILADDRESS =p pm g P 


€ M Vs Jac boves gg nord con 

What programs are you applying for? pue EN a S 74 

I CalFresh [C Cash Aid Health Coverage  |DoYou have a disability and need help applying? [ Yes LiNo 

Qo Are you homeless? Yes No If yes, please let the County know right away if you are homeless, so they can help you 
figure out an address to use to accept your application and get notices from the county about your case. 























© What language do you prefer to read (if not English)? 
o What language do you prefer to speak (if not English)? 


_ The County will provide an interpreter at no cost to you. If you are deaf or hard of hearing please check here Li 























é Is our household's gross income less than | Have your utilities been shut off or do you h = ^ 
$140 and cash on hand, checking and es L No 6 Mdh tff nofiga? a REO | 1 Yes EKo 
_ savings accounts of $100 or less? — | |... ns renal 
Is your household's combined gross income | — ae à ee T me | =m 
[-] and ‘quid resources less than fhe combined Yes EY No eo Will your food run out in 3 days or less? [Yes i: No 
____ fenv/mortgage and utilities? _ un ita puede ae _ 
@ Is your household a migrant/seasonal farm | Do you need help with transportation to get | EK 
worker household with liquid resources not || ] Yes (JJ No food, clothing, medical care or other L Yes (e No 
. exceeding $100? —— ees =e emergency item(s)? $ 
e Do you have an eviction notice or a notice to I] Yes [Vf No eo Do you need essential clothing, such as O Ys vi 


diapers or clothing needed for cold weather? 


~ pay rentorleave? —— A | 

o, Is anyone pregnant? C] Yes Do If yes, did she get a Presumptive Eligibility card? L Yes | | No 
Does anyone in your household have a personal emergency? [C] Yes C] No Ifyes, check box: | | Pregnancy 
(J Immediate Medical Need C Child Abuse |] Domestic Abuse [J Elder Abuse |_| Other emergency which 
threatens health or safety. Ex; lain: 

| understand that by signing this application under penalty of perjury (making false statements), that: 


n this application and my answers to the questions in this application. 






e |read, or had read to me, the information i 


e My answers to the questions are true and complete to the best of my knowledge. 


e Any answers | may give for my application process will be true and complete to the best of my knowledge. 


e [read or had read to me and | understand and agree to the Rights and Responsibilities (Program Rules Page 1). 


Penalties (Program Rules Pages 2-4). 

esenting, hiding or withholding facts to establish eligibility is 

r untrue information. Fraud can cause a criminal 
‘om getting CalFresh benefits and cash aid. 


e | read, or had read to me, the Program Rules and 


e | understand that giving false or misleading statements or misrepr r 
fraud and that I may be subject to penalties under federal law if | provide false o 
case to be filed against me and/or | may be barred for a period of time (or life) fr 


bers or Immigration Status for household members applying for benefits may be shared 


uired by federal law. 
ie and get any money from other health insurance, 


e | understand that Social Security Num! 


with the appropriate government agencies as req 
legal settlements or other 


e |am giving the Medi-Cal agency the right to pursu 
third parties. 









"AUFFIORIEEE-RERREOENTATTTE TOURROTAN) ) ; OATE 
SIGNATURE OF (OR ADULT HOUSEHOLD MEMBER/ : ; ; 
*If you have à rin. please complete question 2 on next page. | 70 dy XV A 
ER PARENT. AIDED ADULT, REGISTERED DOMESTIC PARTNER ! DATE 


PAGE 1 OF2 


—" 


SAWS 1 (8/13) 


ae 






e 2. HOUSEHOLD'S AUTHORIZED REPRESENTATIVE 
You may authorize someon 


County proof of identity for yourself and the applican 


Do you want to name Someone t i 
© help you with your CalFr ?[ 
If yes, complete the following section: : eee whe 
AUTHORIZED REPRESENTATIVE NAMES 










Do you want to name someone to rec 
If yes, complete the following section: 
NAME | B UTR 


| PHONE NUMBER ——— A 





ADDRESS ai 3 | 


STATE, ZIPCODE 





2a. HEALTH INSURANCI AUTHORIZED REPRESENTATIVES\ 
You can give a trusted Person permission to talk about your application for health insurance, see your information and 
act for you on things about this part of your applicatio; o you want to choose an authorized representative for the 
health insurance part of your application? C Yes EKO tae fill out the information in Appendix C (on the SAWS 2 PLUS). 





o 3. Are you or any member of your family American Indian or Alaskan Native? [C] Yes o 
If yes, and applying for health care, please go to Appendix B (on the SAWS 2 PLUS) for additional questions. 


e RACE/ETHNICITY, 
Race and etpnicity information is optional. It is requested to assure that benefits are given without regard to race, color, 
or natiopaf origin. Your answers will not affect your eligibility or benefit amount. Check all that apply to you. The law 
Qo saysJfie County must record your ethnic group and race. 


Check this box if you do not want to give the County information about your race and ethnicity. If you do not, the County will 
enter this information for cjvil rights statistics only. 



















e icit Bilal . | ARE YOU OF HISPANIG7TATINO OR SPANISH ORIGIN? | IF YOU ARE OF HISPANIC OR LATINO ORIGIM, DO YOU CONSIDER YOURSELF: 
Senay (B Ye No C] Mexican O PAAA CI Cuban  [] Other 
= BACĘETHNIC ORIGIN | E 
e hite — | ] American Indian or Alaskan Native — [ ] Black or African American — [1 Other or Mixed 


© L] Asian (If checked, please select one or more of the following): 
C] Filipino [] Chinese [] Japanese [] Cambodian [ Korean 


[C] Other Asian (specify) ae . 
[C] Native Hawaiian or Other Pacific Islander (If checked, please select one or more of the following): |.) Native Hawaiian 


[.] Guamanian or Chamorro | [.] Samoan 


. INTERVIEW PREFERENCE e i : ; 
You will need to have an interview with the County to discuss your application and to receive cash aid or CalFresh benefits. 


Interviews for CalFresh are usually done by phone, unless you can be interviewed when giving your application to the County 


i i i an i 'son interview. If you are applying for 
in- refer an in-person interview: aidvapplicants must have an in per: : . 1 
eed cien p done at the same time as your CalWORKs inte?view during normal office 


CalWORKs and CalFresh, your CalFresh interview will D 


hours. 
Please check this box if you would prefer an in-person interview for CalFresh. 


Please check this box if you need other arrangements due to a disability. 


[.] Vietnamese [] Asian Indian [O Laotian 



























e; iba ; Medicaid, 
al S y ] 
Hasa yone in your household ever received public assistance ( emporary Assistance for Needy Fami bal TANF, 


iti i | Assistance/General Reli x 
Supplemental Nutrition Assistance Program [food stamps], Genera i i E in 


yep, awn bo Hon -——— WHERE (COUNTY/STATE)? 














IF YES, WHO? 
WHERE (COUNTY/STATE? 


| 

| 

| 

IF YES, WHO? | 
=i 


aS a eee etum E S nia 


saws 1 (e3) d 





idis e e € € € € € E] 











«a0 99 99 9 9^ * Sy Bie 


State of California — Health and Human Services Agency California Department of Social Services 


DEMOGRAPHIC QUESTIONNAIRE FOR CALWORKS, REFUGEE CASH 
ASSISTANCE (RCA), ENTRANCE CASH ASSISTANCE (ECA), 
TRAFFICKING AND CRIME VICTIMS ASSISTANCE PROGRAM (TCVAP) 
AND CALFRESH PROGRAMS 


Legal Name: | Case Number: 


Jmus E Lalan Ligh ve, 


(Optional) Preferred Name and Tuni 














The following personal information is optional and confidential. It is asked to make sure that 
benefits are given without regard to sexual orientation or gender identity. Your answers will not 


affect your eligibility or benefit amount. The law says the county must ask your sexual orientation 
and gender identity, but you are not required to answer. Your name and case number are only 
used to be sure the county asked you the questions. The county will only use this information for 
civil rights statistical purposes. You can ask the county for another form to change your responses 
at any time. 





CO Check this box if you do not want to give the county information about your sexual orientation or 
gender identity. You can also select "decline to state" on each of the questions below. 





1. OPTIONAL: What is your gender identity? Please check one that best describes your gender 
identity: 

L1 ;Female (assigned female at birth and identify as female) 
IV Male (assigned male at birth and identify as male) 
Transgender female (assigned male at birth and i as female) 
and identify as male) 
O Non-bin or a combination of male or female), 


Wet a Barbal Fak 








ecline to state 








2. OPTIONAL: What sexwas listed on your original birth certificate? Please check one: 
O Female Male L] Decline to state 





3. OPTIONAL: What is your sexual orientation? Pleas = check one that best describes your sexual 
orientation: This is i moge itoy va 

[] Straight or k d (attracted to people with the opposite gender) 

L1 Gay or lesbian (attracted to people with the same gender) 

[] Bisexual (attracted to people with both the same and different genders) 
Queer (do not identify with strai Hire gay/lesbian Mp ed 
Another sexual orientation Cal tet bate) (& (Kignat in 

O Unknown 

O Decline to state 


Heist) 





CW 2223 (9/18) Required Form - No Substitute Permitted Page 1of1 









COUNTY OF SACRAMENTO DEPARTMENT OF HUMAN ASSISTANCE 


Case Number: 


Date: ee NN 


Case Name: ee ee 
Worker Name: 


Worker Phone Number: 
Worker Number: 








ns 


TEXT MESSAGING AND EMAIL NOTIFICATION SERVICE AGREEMENT 


Would you like to receive text message and/or email reminders from the Sacramento County Department 
of Human Assistance (DHA) about your benefits? DHA is offering a reminder service for several 
Programs by email and/or text message to your cell phone. This service is optional. You will continue to 
receive notices by mail whether or not you choose to receive text messages and/or email reminders. 


These messages are not confidential. Anyone who uses your cell phone or email or who has access to 
them might see the text messages/emails. Communication service providers used by you or DHA may 
also be able to see these messages. Text message charges may apply depending on your text message 
plan. DHA is not responsible for charges you may accrue by accepting DHA's text messages. Therefore 
DHA will not send you text messages or emails without your permission. 


By signing this Text Messaging and Email Notification Service Agreement, you are authorizing DHA to 
send you text messages and/or emails about appointments, renewals, and other information about your 


case. You may stop this service by calling (916) 874-3100 or (209) 744-0499 (for those in the 209 area 


code). TDD/TTY, Hearing Impaired may call (916) 874-2599. If you stop these services, you will still be 
Sent mailed notices. 


If your cell phone number/email address changes or your phone is lost, please contact a worker. 


Please complete the information below (and return in the attached envelope if not completing in person). 


| understand that this service is optional and | can Stop participating at any time, and that | should 


not reply to the messages as responses are not monitored. 
| would like to receive text messages from DHA. 
Vires () NO 


ret like to receive email messages from DHA. 


YES () NO 
cle 11-34-5392 
Printed Name Social Security Number 


í , 
CEL Zi 
Date of Birth Case Number 





Date 
7 2- " 
Cell Phone Number mail Addres 
D ROME E C REND 
UU 
SAC 1022_34F 


Page 1 of 1 


rte tato 





ore space to answer a question(s), attach additional sh pap i i 
| | a eets of paper to i i i 
which question you are writing about on the additional sheets of paper. provide the information. Please be sure to identify 


1. APPLICANT'S INFORMATION 




















NAME (FIRST, MIDDLE, Lag ; ] : e 
© (FIRST, MIDDLE, LAST) (OTHER NAMES (MAIDEN, NICKNAMES, ETC.) | SOCIAL SECURITY NUMBER (IF YOU HAVE 
we Us £ H, 4 4 | ` ONE AND ARE APPLYING FOR BENEFITS) 
ie a ee (dob |l 94-5392. 
HOME ADDRESS OR DIRECTIONS TO YOUR HOME | APARTMENT # |e |. -[6oUNTY : rame ZPE 
Tad MILIEU Pr 
N F IE T ue a aa ee in eta — —! 6 
as SN IFFERENT FROM ABOVE) APARTMENT # (CITY T COUNTY s SUE ""[zCODE = 
Lp PS 7 p= | LT 
| want to get-infofmation about this  — ~ re el ceed 
application by email. oes CO yes O No | want to get messages about my case by email. L] Yes [J No 
HOME PHONE | WORKALTEBNATEMESSAGE PHONE EMAIL ADDRESS S J eS Se a u 
"e ; 
lg-s Ga BY | MY = | JdAokovo2s e ity), AIN 
eese pue i Ee EE a E 
What programs are you applying for? WELT i D h disabili d 
? alFresh — [.] Cash Aid | Do you have a disability an = 
C] Health Coverage L] Oth ' need help applying? L] Yes (DANS 





) Are you homeless? [Y Yes. Ono tf yes, please let the County know right away if you are homeless, so they can help you 
* figure out an address to use to accept your application and get notices from the county about your case. 


. What language do you prefer to read (if not English)? Lp ^ 
a What language do you prefer to speak (if not English)? 








The County will provide an interpreter at no cost to you. If you are deaf or hard of hearing please check here LJ 


enini Se te 


$ [$ your household's gross income lessthan | y — „| g Have your tte been shut of odo you ha x 
$ £ g Ves No Om your utilities been shut off or do you have O Yes No 














150 and cash on hand, checking and a shut-off notice? 


___Savings accounts $100 or less?“ — Ske ieee E Le Se rec ET- 

Is your household's combined gross income ; i 

and liquid resources less than fhe combined IL] Yes p 6 Will your food run out in 3 days or less? 

.  Fent/morigageandutiities? — ^ iB 

Is your household a migrant/seasonal farm | 
worker household with liquid resources not | 


.. exceeding $100? 


j Do you have an eviction aa to | Yes Qe [s you need essential clothing, such as | [7 vog Te 
— -—- seta L = 











‘Is your hous D | am, Do you need help with transportation to get — 
Yes No | food, clothing, medical care or other LJ Yes 
j.... emergency item(s)? | 

















pay rent or leave? E _ zl diapers or clothing needed for cold weather? 
o Is anyone pregnant? [ ) Yes [Jf No If yes, did she get a Presumptive Eligibility card? fu X No 


6 Does anyone in your household have a personal emergency? [ ] Yes [ ] No If yes, check box: Pregnancy 
L] Immediate Medical Need — [ ] Child Abuse | | Domestic Abuse — |] ElderAbuse — [ ] Other emergency which 


threatens health or safety. Explain: 








| understand that by signing this application under penalty of perjury (making false statements), that: 
* |read, or had read to me, the information in this application and my answers to the questions in this application. 


Any answers | have given on pages 1 through 17 and appendices A through E of the SAWS 2 Plus are true, correct, and 
complete to-the best of my knowledge. 
| read or had read to me and | understand and agree to the Rights and Responsibilities (Program Rules Page 1). 


| read, or had read to me, the Program Rules and Penalties (Program Rules Pages 2 - 4). 


iving false or misleading statements or misrepresenting, hiding or withholding facts to establish eligibility is 
° ae E subject to penalties under federal law if | provide fise or untrue information. Fraud can cause a criminal 
case to be filed against me and/or | may be barred for a period of time (or life) from getting CalFresh benefits and cash aid. 


y Numbers or Immigration Status for household members applying for benefits may be shared 
it agencies as required by federal law. 


* | understand that Social Securit 
with the appropriate governmen 
| am giving the Medi-Cal agency the right to pursue and get any money from other health insurance, legal settlements, or other 


third parties. 





ADULT HOUSEHOLD MEMBER/ AUTHORIZED REPRESENTATIVE"/GUARDIAN) | DATE 

please complete Question 2 on the next page. | 1D 
| 5 
| (024904 


w 
É Hri i - 
Ea Ve D DOMESTIC PAR 
Ay c Mi, AIDED ADULT, OR REGISTERE! STIC PARTNER | OATE 


CARETAKER RELATIVE (OR 


SIGNATURE OF APPYICANT. E D 
*If you have Jp Authorized Representative, 





SIGNATURE oll 


ai sens === Eu i /^— PAGE 10F 17 
SAWS 2 PLUS (4/15) v 





2. HOUSEHOLD'S AUTHORIZED REPRESENTATIVE 


PS wha Wee Someone 18 years or older to help your household with your CalFresh benefits. This person can also Speak for 
- Eu elt help you complete forms, shop for you, and report changes for you. You will have to repay any benefits you May 
y y i ake because of information this person gives the County and any benefits you didn’t want them to spend will not be 
Placed. If you are an Authorized Representative you will need to give the ne of identity for yourself and the applicant, 

o 


Do you want to name someone to help you with your CalFresh case? | | Yes |b 
If yes, complete the following section: 


AUTHORIZED REPR ; 
ESENTATIVE NAME | AUTHORIZED REPRESENTATIVE PHONE NUMBER 







Do you want to name someone to rec anfi spe d Caj sh Benefits for your household? |] Yes | ! No 
If yes, complete the following section; 


NAME 
PHONE NUMBER 


ADDRESS STATE, ZIP CODE 


2a. HEALTH INSURANCE AUTHORIZED REPRESENTATIVES 


You can give a trusted person permission to talk about your application for health insurance, see your information, and act for you 
on things about this part of yar gs Do you want to choose an authorized representative for the health insurance part of 
your application? [ ] Yes {No If yes, fill out the information in Appendix C. 












3. Are you or any member of your family American Indian or Alaskan Native? [ ] Yes 
If yes, and applying for health care, please go to Appendix B for additional questions. 


RACE/ETHNICITY 


e Race and ethnicity information is optional. It is requested to assure that benefits are given without regard to race, color, or national 


ee origin. Yo swers will not affect your eligibility or benefit amount. Check all that apply to you. The law says the County must 
A recorg-your ethnic group and race. 
UZ Check this box if you do not want to give the County information about your race and ethnicity. If you do not, the County will 
enter this information for civil rights statistics only. 
ARE/OU OF HISPAI , LATINO, OR SPANISH ORIGIN? | IF YOU ARE OF HISPANIC, OR LATINO ORIGIN, DO YOU CONSIDER YOURSELF. 
ETHNICITY pfe pee ee 
] (V No LÀ] Mexican [] Puerto Rican [] Cuban Other. 


RACE/ETHNIC ORIGIN 
[.] American Indian or Alaskan Native (_] Black or African American — |. ] Other or Mixed 







o ¥ White 
C] Asian (If checked, please select one or more of the following): 





o J Filipino [1 Chinese [J Japanese [| Cambodian [| Korean | Vietnamese [| Asian Indian | | Laotian 
[_] Other Asian (specify) 
C] Native Hawaiian or Other Pacific Islander (If checked, please select one or more of the following): | | Native Hawaiian 
[C] Guamanian or Chamorro [_| Samoan 







PREFERENCE y : 
ds INTERVIEW County to discuss your application and to receive cash aid or CalFresh benefits. 


You will need to have an interWew wit l i ei or C 
Interviews for CalFresh ar uBlly d one, unless you can be interviewed when giving your application to the County 
in person or would prefer av [ir-&erson| int New. Cash aid applicants must have an in person interview. If you are applying for 

p interview will be done at the same time as your CalWORKs interview during normal office 






CalWORKs and CalFresh, y 
hours. 


[C] Please check this box if yo} would for Ca 
C] Please check this box if you need other arrangements due to a disability. 


© 5 OTHERIPROGR AN. hold ever received public assistance (Temporary Assistance for Needy Families, Tribal TANF, Medicaid, 


Has anyone in your house ' 
i al Nutrition Assistance Program [food stamps], General Assistance/General Relief, etc.)? f Yes || No 


Supplement 
WHERE (COUNTY/STATE)? 
,WHO? . = p 4 4 
w ss K. Hakon Seran , OA 
aryl J f WHERE (COUNTY/STATE)? 2 
IF YES, WHO? 
PAGE 2 OF 17 
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a 

UYes 





SRPMS aeS 


2b 30 © 3DVd 


(St/p) Sd e Swvs 


————___S muU e 


. .. "WwNOILdO) ss3ugav ai vWa | | INOHd JƏVSSIWALYNYINIVAYOM 
pa $ » " se —— a 39VSSJW/AIVNUSIIVDIHOM 
| Í | 


| | | 
| | 
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e 6d. Has anyone been in the U.S. Military pais they the spouse 
es 
















































































eo parent or child of a person who was? C] No 
A^ If yes, please complete the information below. If no, please continue to the next question. 
—  wame | gdi$, | (w)Seus | Honorable | Dates of Service 
saepe tie denas e ONE a |. Discharge? | Dates of Service 
7 P | | ^ I 
AALS e LJ Active duty | OS ~ 
T 4 | Des L Nolu? Veteran | we ue 
Hac ave | Spouse, parent, or child of | Wes []No | FOI 
| | person in active duty ora | 
| | veteran | 
De — | - | = -— = — — 
| Active duty | | 
| | Veteran | | 
| Yes No | Spouse, parent, or child of Yes No 
person in active duty or a 
| veteran | 
lying for. 











6e. NONCITIZEN INFORMATION - Please complete for noncitizens you are 


/ 

on os -— n 
Doés this person have An eligi 
immigration status? If/yes, ple: 

| provide their immigration docu 

and number. 


| = 


[DOCUMENT TYPE: 










s this person Is this person Sponsored? 
_{lived in the U.S. a Naturalized (check Yes or No) 
continuously Citizen? If yes, complete 
since 1996? | question 6f 







eS No Ees ik Na C] Yes Li No 








| DOCUMENT NUMBER: = 





P No [LJ Yes LJ No O Yes C) No 

















)No C Yes O No 


| l [O Yes [] No O Yes L 
| i = 














(DOCUMENT NUMBER: - E 





Does anyone listed above have at least 10 years (40 quarters) of work history? 
If yes, who? fly ib Li. 


Does anyone listed above have, or have they applied for, or do they 


VAWA petition? 
If yes, who? V, 
Yes {No 


Has anyone changed their immigration status in the last 12 months? 
If yes, please complete the information below. 
If no, please continue to the next question. 


WHAT CHANGED? 


plan to apply for a T-Visa or U-Visa, 














[owe OF CHANGE 
‘ceo «ALIEN NUMBER (IF APPLICABLE) 
Í DATE OF CHAI 


! 


Name oo [WHAT CHANGED? 


| 
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6p. Is there a foster child currently living in your home who is receiving foster care services?  ( ] Yes p m 
o If yes, who? f € 
Please answer the following questio; ut vy olor G 

a 
Was this child(ren) placed in your home under a dependéncy order of the court? i 
Do you want the foster care child(ren) counted in your CalFresh case? A J 


yes, the foster Care income you receive will be counted as unearned income. 
no, the foster care income will not be counted as unearned income. 






























e S evei isted in question 6 live i ifernia and expect to keep living here? [_] Yes [WNo E 
IFrI6; please éxplain, ' ——— — ^ Son avn d D ited 
^ f xp ain: = H J fa Ad ma Hans EI X severe 
Lc ——. ou tom aam PAR, dau GOEL. n 
45, 4^ z Ay A - y ies ainda, Coat lente 






Does anyone listed in question 6 plan to leave California for more than 30 days? [_] Yes [Kio 


z If'yes, please explain ] ? 
š /. ^ i 
RUE . - s Wet pis ko f padok (i møs ) 
WHEN DO THEY PLAN TO LEAVE? — DOES THIS PERSON PLAN TO RETURN TO CALIFORNIA? 
C] ves [] no trves, wHEN: 
NAME | cen - 
WHEN DO THEY PLANTO LEAVE? | DOES THIS PERSON PLAN TO RETURN TO GALIFORNIA? 


EJ YES | | NO IF YES, WHEN: 





ét 7. Unear 
e earned Income 


Does anyone get income that does not come from work (unearned)? [] Yes [] No If yes, please answer this question. 





© If no, skip to the next question. 
o 
~ 
Check all types of unearned income that apply from these examples (there may be others not listed here): 
L] Social Security Disability L] Sales of notes, contracts, trust deeds, L] Lottery/gambling winnings If 
Lj SSI/SSP promissory notes L] Help with rent/food/clothing 
Lj] Cash aid LI Veterans education benefits/income L] Insurance or legal settlements 
L] CalWORKSs/TANF/GA/GR/CAP/RCA [^] Government/railroad disability or retirement [L] Private disability or retirement - 
[J] Room and board (from a renter) LJ Veteran benefits or Military pension L] Dividend and interest income q 
L] Pension [y Financial aid (school grants/loans/scholarships) | | Strike benefits 4 
L] Child/Spousal support v Gifts of money or other loans L] Other 
L] Rental/Royalties L] Unemployment Insurance/ i 
(J Social Security retirement — State Disability Insurance (SDI) IF 
or survivors benefits LJ Worker's Compensation 
J Per capita payments L] Net Farming/Fishing i 
L] Work study/welfare to work or | [ 
other program i = 
How Often Received? Expect to ( 
Person Getting the Money? From Where? How Much? (once, weekly, Continue? 4 
monthly, or other) (Check Yes or No) ( 


. i Vanes Spo ens k 


i | B "s n fat: wal 7 Y mih, 1 , 
uu yo dé Heka D. en pe. by minina | ano Meudi . 


L Yes VNo 


(1 Yes [| No 


L1 Yes L No 


Sf Ee | | C's Cito 
If this income is not expected to continue, please explain: 1 ‘ ; h ( h ) 
T tawert nehy an sportar , fatal Aff AIm$ 7. 
[oid dsl wot pooanteed ; 
= PAGE 8 OF 17 
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gpp pp 4 
L Pi 


8. Earned income 
Does anyone get income from a job (earned income)? a "m If yes, please answer this question. 
If no, skip to the next question. 


NOTE: If self-employed, fill out question 8a below. 
Please list all income before taxes or other deductions are taken out (gross income). 

Examples of earned income are (these examples can be full-time, temporary seasonal work, or training, and there may be 
others not listed here): 

e Wages ent Commissions e Tips e Salaries © Work study (students) 
. Include any paid jobs the County helped you get. 





00 Total Gross 


| | | 
| | | | Earned 
| tto 
3 Employer's Name | Employer's Hourly Average) How Often lncoine | Expec 
j id? tinue? 
Person Working and Address Phone Number Rate our per o ei Received Mm 
"T | T other) | wont | Yes or No) 
mim. fab s qese G: / 
res P JE memo) 
| GER E 4 Mg, e | 6 es 
ae Ll fo 5 4 


(d glas: TD fat A No 


$ ls | O Yes 
$ C No 








i$ | $ LJ Yes 
| C] No 








$ . 8 | LlYes 
E] No 





I this income is not expected to continue, please explain: Pg ; zs 
yee Buscas T d. 
` PAN an (X Tab: (fom P" E: Lupas 


ee quit a job, or reduced work hours within the last 60 days? C] Yes 











Has anyone lost a job, chan 








9 inthe last year? [] Yes 
© Did the County help the person et this job? jn RAE 
A x 


F YES, WHO? “/DATE OF LAST PAY REASON? = 
IS ANYONE ON STRIKE? | IF ES, WHO? TON (DATE OF LAST PAY REASON? BEEN 
| 


L Yes. C] No 


e 8a. Self- -Employment 
Self-employed household members may take actual self-employment expenses (or for CalFresh or cash aid, take a standard 



























































6 40% deduction off of self-employment income). For cash aid, you may also choose to use a monthly average (yearly business 
e costs divided by 12 ARIA you choose actual expenses, you Beide pe business expenses on a separate sheet of ), 
47 1S. SN, 4 
— papela eec a eth y Has. 5 F ieee AS We a TEATS THE fev US, m v v 
| ross 
Person | Business = Type gon een Mo M Self-Employment Expenses Monthly x: L 
Self-Employed | Name | Business Started | Income | (please v check one) | Income £i i 
- e e feal BE ie = Lo e T 
| T | | i 
Nyse 2 ie uu m 2e. ogM ig | 40% flat Rate (CalFresh/cash aid). $ ee e 
dnt in | po J uh É sk MES | 372 Actual Expenses $ LT 
bore 3 vatbliote 7 s | Monthly Average $ he 
| Hn d e pübigndi aros "E — eee te A NS E 
| | $ IL]. 4094 flat Rate (CalFresh/cash aid) $ = 
| | | | J Actual Expenses $ p 
| | | [L] Monthly Average $ | ag 
—— ae ee a T AP ue Tt eR: E "wr ———— 5M x 
| | 40% flat Rate (CalFresh/cash aid) a ee 
| | $ A EON 
| | | Actual Expenses $ P SS 
| | Monthly / ARI: s- (£F ai 
- a aoo zm icut ccs ane uel eee eeu NJ i: 
* Net monthly income is gross monthly in income š É 
minus expenses. A Y 
SAWS 2 PLUS (4/15) PAGE 9 OF 17 EC 
y 


V 


we 


[ 





Other Income 

Does anyone get housing or rent, Utilities, food or clothing free or in exchange for work? [ | Yes A 
If yés, please answer this question. 

If no, skip to the next question. ( 





( 









Item Received 


Free gets the item? Value Who gives the item? 
Housing or Rent | ! - 


























Utilities i 
IE 
Food E 
x [$ | 
Clothing | | H j 
| E 


=) 10. Yearly Income 
Does anyone's total income (unearned, earned, and self employment) change from month to month? [Yes C No 
If yes, please answer this question. ‘ 
If no, skip to the next question. 








Name of Person | What will be their total i income | ‘What m be their total income next: year 
————— " | this year? | i. You think it will be different)? 
i H . | b ne. do Leu 
MX E Hae aL f LN Sams io >s s ade pu Zac f mue 


$ $ 
@® 11. Household’s Child/Adult Care Expenses (The actual amount of cost incurred if allowing the expenses to potentially 
be a deduction). 
eo Does anyone pay for care of a child, disabled adult, or other dependent so you or the other person can go to work, school, or 
look for a job? | Yes No Ityes, please answerfhis question. 














wno gets caret, (n b pyese E | “paid? i ibit morll i sot 
$ 
| $ 
| $ 
u $ 





Amount How Often Paid? 


Who gets care? paid? (weekly/monthly, other) 





12. Child Support Payments 


> i j i a 
Is anyone listed in question 6 legally obligated tof pay oft support, including back child support? Yes 











If yes, please answer this M \ 
ston. j I 
g If no, skip to the next que Nare of child( en) for whom Amount ME eee Es 
Who pays child support? hild-sdppart is paid | paid? | n j 
l $ 
i $ 
PAGE 10 OF 17 


Raph 
SAWS 2 PLUS (4/15) or 








13. Spousal Support/Alimony i má 


ls ai yone listed ir question 6 le. ally ob ? | / 
l g: lly ligated to S t/. o 
a ousal ort/alimon 
i loa. Pay sp | supp li y? o Yes No 





If yes, please answer the 
If no, skip to the next question, 







Who pays spousal supportia 






eo 14. Special Needs Expenses 
M Does anyone have a special medical condition or siti 


rm thdt requires any of the following? 


Special diet prescribed by a doctor? 





Special phone or other equipment? 














Housework (no one in the home can do it)? 








PT ^ the name of the person with the Special need and explain: 
j 


yl 


Very high use of utilities? 


























Special laundry service? 


15. Household Expenses 
Does anyone you purchase and prepare food with get billed for any household expenses? 
If yes, please answer this question. 
If no, skip to the next question. 
NOTE: Do no enter amounts paid by housing assistance such as HUD or Section 8. The heating and cooling, telephone, 
other utilities, and the homeless shelter are set alloyances. It is not necessary to fill in the actual amount owed. 











Yes o 














A | Have | Amount How Often Billed? 
Type of Expenses Owed (weekly/monthly) 
Rent or house payment |$ 
Property taxes ahd insurance — — 











or cooling, such as firewood or propane 
(if separate from rent or mortgage) 








Telephone/cell phone 





Homeless Shelter Expense No | 














EN | | 


gat e [] Yes [.] No Ji e mee et 
Water, sewage, garbag fsck as | | Who helps pay? How much? | How often paid? 
Does anyone not in your household he'p you | i$ 
pay for the expenses listed above? | | 
pte nl 





No If yes, please complete. 








[] Yes L]No Il 
Does your household get, or expect to ge 
Low Income Home Energy A 





SAWS 2 PLUS (4/15) 


t any paym 
ssistance Program | 


(LIHEA 


ents from the 





P)? [C Yes [ No 
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20. Is anyone getting In-Ho i P 
ne -Home Supportiv i Lo 

e If yes, fill in the information below, ; oe M ants } : 

WHO GETS SERVICES? Ay 












| QW MUCH DO YOU PAY EACH MONTH FOR THE SERVICES? 


an 
Ó 21. Bose everyone listed in question 6 buy and prepare food with you? |; 
, list the people who don't buy and prepare food with you, | 
` | NAME 

) 


NAME 





my 22. Answer these questions for 

the following?  [ ] Yes (Z/No 

If yes, check the type of coverage and write the person(s)’ name(s) next to the coverage they have 
xt to the coverage they have. 





.| Medicaid/Medi-Cal | 

= a | C] Employer Insurance 

Lj CHIP 

= Dn s att ce Mer ter A aer | _Name of health insurance » 
Medicare. i =| Policy number: o 





_Is this COBRA coverage? L] Yes [I No 


() TRICARE (Don't check if you have direct ] 
care or Line of Duty) 





Is this a retiree health plan? O Yes O No 


VA health care programs E ae | -Is this a state employee benefit plan? [Z] Yes L No 


Peace Corps _ [] Other 


Name of health insurance —— 
 PolioyNumbe: — 1 

Is this plan a limited-benefit plan - 

like a school accident policy? L] Yes 








e 22a. Is anyone listed on this application offered health care coverage from a job? 
wt If yes, you'll need to complete and include Appendix A. 





C] yes [| 





d in the last 90 days? 





(£5) 22b. Is anyone’s health insurance expected to end or has it ende 
E If yes, please answer the question. If no, skip to the next question. 
Insurance Company Person Insured © ration Reason it ended or will end 


Ip for medical bills fromythe last three months? | | Yes [flo 


22c. Does anyone want hel 















If yes, who: .— : — — - ens » 
Does anyone listed in question 6 plan to file a federal income tax return next year? p 


If yes, complete the questions below for each tax filer. 
If no, skip to 23f. 
ch person who plans to file a federal income tax 


23a. Please complete this section for ea 
question 23. You can still apply for health insurance even if you don't file a federal income tax return. 








© 23. 


return next year if you answered yes to 














23b. Name of person planning to file a federal income t 
Will this person file jointly with a spouse? — Yes L 
If yes, name of spouse: 


23d. Will this person claim any dependents on their tax return: Yes [H 
lease list the name(s) of the dependents you are claiming: 


listed in 23d related to the tax filer who will clai 


gibility for paying health coverage in future years. | agree to 
let me make any changes, 


23c. 














allow you to use income 
and | can opt out at any 





. How is the dependent(s) 
‘it easier to determine my eli 






23f. To mal i 
data, jAcluding information from tax returns. You will send me a notice, 
tim i " = = 
Yes, renew my eligibility automatically for the next (check one): | i5 years | j4years |. 3 years — 2years || 1 year 
from tax returns to renew my coverage. 
PAGE 13 OF 17 


(V. No, don't use information 


SAWS 2 PLUS (4/15) 


uÓÓ € 


1 d, M 
Pe] apn Pane 1 of 1 














@\ Optional for health care: only Fi eR SRE TST ——————— — = 
© answer the question. ~ nly answer if someone applying is 65 or older or disabled. If you are applying for cash aid, you must 


e 26. Vehicles 


Q Does anyone own, have the use of, 


; or have their name on any registrati i : 
snowmobile, recreational vehi y registration of any motor vehicle, &$: a car, motorcycle, 

: icle na s : ; 
If yes, please fill out the i (RV), or motorboat, etc., even if it isn't running? Yes o 


nformation jn Appendix E. 
| 27. Doesanyonei i Ei SR a > 
(9) yone in netos oar they buying a home, land, or property anywhere including in another state 


26 > P | ^ 
© Opti sal fechas l A Yes Z Ao If yes, please explain. 
E ME alth care; only answer if someone applying is 65 or older or disabled. 
s | Is someone | | ~ Not living in 
o owns or is buying the Address of the home/ | renting the | now but owner 
property How much rent does 
home/property? home from the expects to move 
Property the owner get? ^ packinto the 


owner? | 
I [recte ‘home someday? 


z PR E | PESEE 
/ = = | CJ Not = 
y / / (7 ves Ono $ | rented LJ] Yes _ No 
| AINA Not 
| Yes [L] No $ rented O Yes CI No 


28. Diversion Program 


Has anyone received a Diversion cash payment or non-cash services from any county or other state? O Yes WNo 
If yes, please answer the question. If no, skip to the next question. 
































Name | County/State | Amount | List of Services Received Estimated] Date Last 
E | Received From Received galue ot Received 
= ea a at ete B __._.| Services | — — 

| $ $ 


j 29. Duplicate Benefits s : B Dac 
g 
" Have you, or any member of your household been convicted of fraudulently receiving duplicate SNAP 
(federal name for food assistance program) benefits in any State after September 22, 1996? Yes LENO 














If yes, who? 
j 30. Trafficking Benefits 

Have you, or any member of your household, ever been convicted of mes Do n use of or selling EBT cards to 

others) SNAP benefits of $500 or more after September 22, 1996? Yes o 





























If yes, who? 
e 31. Trading Benefits for Drugs 
d Have you or any member of ie been found guilty of trading SNAP benefits for drugs after 
September 22, 1996? [] Yes PNo 





If yes, who? 

32. Trading Benefits for Firearms or Explosives i i 

5 Have you or any member of your m found guilty of trading SNAP benefits for guns, ammunition or explosives 
o 


after September 22, 1986? [ Yes 





33. Fraud . ; i 
© Have you or anyone in your household had their cash aid stopped for being found guilty of Welfare Fraud? O Yes One 
When? 





If yes, who? 









Where? 


Non-Cooperation/Sanctions . 
Have you or anyone in your household had their cash 


work/training sanctions or any other reason? Yes 






34. 





nee for failure to cooperate with eligibility requirements, 
| No 











When? 





If yes, who? 


Where? Why? 


aaa i ys PAGE 15 OF 17 
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d 7 rage 10t1 I 





i5. Fleeing Felon i i j i 
Are you or any member of your household hiding or running from Ns prosecution, being taken into custody, or 
i o 


going to jail for a felony crime or attempted felony crime? |] Yes 











If yes, who? m = 
36. Probation/Parole Violation à 
nl Have you or any member of your household b ound by a court of law to be in 
© Violation of probation or parole? [ | Yes LT No 

lf yes, who? 











© 37. Other Special Needs . 
Does the household want lo apply for a special need payment for housing or essential Hg ATIS lost or damaged 
due to sudden and/or unusual circumstances, such as a fire, earthquake, or flood? [C] Yes Éo 


If yes, please explain: 


8. Other Services 
kme The following services are available. Your answers to the questions will not affect your eligibility. 


A. Regular check-ups to help protect your family’s health are available upon request through the Child Health and Disability 
Prevention Program (CHDP) for eligible members of your family under age 21. 


e Do you want more information about CHDP services? 


y 


E 


4 














e Do you want CHDP medical services? 
e Do you want CHDP dental services? 
e Do you need help making appointments or with transportation to CHDP services? l 
B. Do you want more information about immunization services? zA LJ No 
C. If you are pregnant, you can get help finding a doctor, getting healthy foods and other help. EN 
Do you want to talk to Someone about this help? C] Yes No 
C] Yes [ho 








D. Are you breastfeeding a child? x No 
If yes, have you given birth within the last 12 months? PES 

If you checked yes to 38 C or D, you may be eligible for services Provided by the 

Special Supplemental Food Program for Women, Infants and Children (WIC). 


E. Do you or any family member want free or low-cost family planning services to help plan "ad 
how to prevent unwanted pregnancies and/or have the next child? O yes 2 o 
If yes, call your health care plan or regular doctor. Or, for facts and the location of 


confidential family-planning clinics, call toll-free 1-800-942-1054. 


39. Third Party Liability 

Is anyone who is applying for healthcare involved in a worker's compensation claim, ; 
lawsuit, or settlement because of an accident or injury? Fides de 
If yes, please tell us who: 
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